SUMMARY Plaques of hard exudate measuring 0-5 to 10 disc diameters, which occurred in 5 eyes of 4 patients with diabetic maculopathy, showed complete organisation in 8 to 18 months with the formation of scars measuring 0-2 to 0 5 disc diameters. Spontaneous progression and regression of hard exudate in diabetic maculopathy was described by King et al.1 and Dobree,2 who found that plaque formation required years for resolution and was not followed by visual recovery. In a previous report3 we described the pathology of an organised macular plaque in exudative diabetic maculopathy and observed that the fibrous replacement was partly retinovascular and partly pigment epithelial in origin, suggesting that it was a specific pathological entity. The present study reports the resolution of mnacular plaques accompanied by organisation in 5 eyes of 4 patients with diabetic maculopathy. This late clinical appearance, which is fully described for the first time, may be the only ophthalmoscopic evidence that a severe exudative maculopathy has been primarily responsible for severe visual loss, and should be differentiated from disciform macular degeneration in older patients.
SUMMARY Plaques of hard exudate measuring 0-5 to 10 disc diameters, which occurred in 5 eyes of 4 patients with diabetic maculopathy, showed complete organisation in 8 to 18 months with the formation of scars measuring 0-2 to 0 5 disc diameters. The visual acuity was related to the size and situation of the scar within the fovea, and, when the foveola was involved by plaque formation, visual reduction did not progress with subsequent formation of scar tissue. Fluorescein angiograms showed absence of ingrowing choroidal neovascularisation and a discrete residual hyperfluorescence beneath the resolving plaques and within the scar tissue, which resembled a serous detachment of pigment epithelium but may have resulted from a combination of pigment atrophy and leakage from retinal capillaries. This late clinical appearance may be the only ophthalmoscopic evidence that a severe exudative maculopathy has been primarily responsible for severe visual loss, and should be differentiated from cicatricial disciform lesions in older patients. The absence of ingrowing choroidal neovascularisation, subretinal haemorrhage, and pronounced serous retinal detachment substantiates our previous conclusions based on a morphological study from a limited number of sections that the origin of the fibrous replacement was not choroidal but was derived partly from the pigment epithelium and partly from the retinal vasculature. Juxtaposition of a deeply situated hard exudate plaque and the retinal pigment epithelium may initiate focal metaplasia and subsequent organisation with scar formation.
Spontaneous progression and regression of hard exudate in diabetic maculopathy was described by King et al.1 and Dobree,2 who found that plaque formation required years for resolution and was not followed by visual recovery. In a previous report3 we described the pathology of an organised macular plaque in exudative diabetic maculopathy and observed that the fibrous replacement was partly retinovascular and partly pigment epithelial in origin, suggesting that it was a specific pathological entity. The present study reports the resolution of mnacular plaques accompanied by organisation in 5 eyes of 4 patients with diabetic maculopathy. This late clinical appearance, which is fully described for the first time, may be the only ophthalmoscopic evidence that a severe exudative maculopathy has been primarily responsible for severe visual loss, and should be differentiated from disciform macular degeneration in older patients.
Material and methods
The cases were obtained by reviewing the biomicroscopic descriptions and stereo colour photographs of patients showing exudative diabetic maculopathy with plaques measuring j-of a disc diameter or greater, who had attended the Diabetic Retinopathy Service during the past 6 years. Only those patients showing the complete evolution from plaque to scar formation have been included in this study. The histological subdivision of macular areas4 has been used in the clinical descriptions. (Fig. 6 ). Angiography showed an early hyperfiuorescence, retinal capillary leakage (Fig. 7) , and late comparatively discrete leakage and staining with the scar (Fig. 8) . At 
Discussion
Foveal scars developed in 5 eyes of 4 patients who showed typical severe exudative diabetic maculopathy with large waxy hard exudate plaques involving the fovea. The appearance most closely resembled the discrete fibrovascular macular scar described in Coats's disease56 and the cicatricial disciform lesion caused primarily by diseases of the choroid.5 The scars were round, discrete, slightly elevated, white or grey in colour, and some showed overlying pigment clumps or a thin annulus of pigment surrounded by slight pigment epithelial atrophy. A thin strand of glial tissue projected forward from the surface of the scar in 4 eyes, and 2 of them also showed radiating retinal striae indicating subretinal fibrosis. In Coats's disease haemorrhages have been noted within the subretinal tissue as well as continuity of retinal vessels with those within the subretinal mass. 
